Sir: Spontaneous splenic rupture is a rare but well known complication of several infections, haemopietic diseases, portal hypertension,1 and connective tissue diseases, such as rheumatoid arthritis,24 systemic lupus erythematosus,5 and polyarteritis nodosa. 6 7 As far as we know, spontaneous splenic rupture has never been described in Wegener's vasculitis, though splenic involvement has been well documented in this condition.8 9 A 61 year old white man was admitted in July 1991 because of acute abdominal pain. He had always been healthy and denied any trauma and symptoms, such as malaise, fever, or weight change. Results of routine laboratory tests at admission were normal except for the erythrocyte sedimentation rate (ESR) 42 mm/h, haemoglobin 101 g/l, leucocytes 252X 109/1 (1% eosinophils and 9% band forms), platelets 686X109/l, and creatinine 173 gmol/. The urine was positive for protein and the sediment contained red cell casts. Laparotomy disclosed a tear in the splenic capsule with active bleeding. A splenectomy was performed.
Pathological examination showed a small spleen (100 g). At the site of the rupture the capsule and the subcapsular zone were infiltrated with neutrophils. Some splenic follicles contained small eosinophilic depositions. There were no signs ofvasculitis. The postoperative period was complicated by fever, a disseminated macular rash, and mild eosinophilia (maximum eosinophil count on the 10th postoperative day 0 75X109/1). Repeated blood and urine cultures were negative. Chest radiography showed no abnormalities. Serological examination disclosed the presence of antineutrophil cytoplasmic antibodies (ANCA) with a cytoplasmic staining pattern at a titre of 1/256 and specificity for proteinase 3. By the time this test result became known (the 10th postoperative day) the fever and rash had disappeared, serum creatinine and urine sediment were normal, and there were no signs of vasculitis. He received pneumococcal vaccine before discharge, three weeks after the spontaneous splenic rupture.
The patient was readmitted five weeks later owing to malaise, anorexia, and weight loss of 15 kg. Physical examination disclosed bilateral episcleritis, rhinitis with mucosal crusts, and bilateral otitis media. His ESR was 97 mm/h, haemoglobin 97 g/l, leucocytes 1922xlO0/l (eosinophils 0-39X109/1), platelets 848xlO/l, and creatinine 2247 iimolll. He was referred to our hospital for haemodialysis. Urine analysis showed proteinuria and the sediment contained more than 40 red cells per high power field. A nasal biopsy showed necrotising vasculitis. Antineutrophil cytoplasmic antibodies were strongly positive (titre 1/512) with cytoplasmic staining pattern and specificity for proteinase 3. A diagnosis of Wegener's vasculitis was established and treatment with prednisone and cyclophosphamide was started.
Atraumatic rupture of a normal sized spleen is extremely rare. Adler found only 37 reported cases.10 Although splenic vasculitis was notably absent in the spleen of our patient, the spontaneous splenic rupture coincided with the presence of glomerulonephritis. In addition, we found ANCA with autoantibodies against proteinase 3 at that time. The latter are specific markers for systemic vasculitis.11 Therefore 
